Munchausen s syndrome is a factitious illness in which patients fabricate medical problems in order to receive medical attention. Their" symptoms" are typical ofactual medical conditions and their history is dramatic yet plausible, but no pathology can befound on imaging and other investigations. Wereport the case ofa young woman whose Munchausen's syndrome manifested as purported bleeding from a tracheotomy site. In actuality, she had drawn the blood from an arm vein and spattered it on her neck.
(1720-1797) German baron and one-time mercenary officer in the Russian cavalry who was purported to be a teller of wildly exaggerated tales-a claim that itself may have been exaggerated. (For a refutation of von Miinchhau sen's possibly undeserved reputation, see Patterson's historical review entitled, "The Miinchausen syndrome: Baron von Miinchhausen has taken a bum rap. ?")
Bleeding from a tracheotomy site has many possible causes. The most serious is an innominate artery fistula, which is associated with an 80 to 90 % mortality rate.' In this article, we describe the case of a woman who claimed to have been bleeding from a tracheotomy site . It was later discovered that she had fabricated her history and symptoms, and she was ultimately diagnosed with Munchausen 's syndrome. Although pulmonary manifestations ofMunchausen's syndrome have been reported,"this appears to be the first documented case of tracheotomy bleeding associated with the disorder.
Case report
The patient was a young woman with a long and complicated medical history (therefore, only the history pertinent to this case will be described.) In March 2001, she had been admitted to an internal medicine intensive care unit for management of severe respiratory distre ss. She was 27 years old at the time. She was diagnosed with severe bronchial asthma and prescribed both systemic and inhaled steroids. She was also diagnosed with paradoxical vocal cord motion (PYCM) by an otolaryngologist. The PYCM was believed to be psychogenic and strongly associated with anxiety. She was started on an anxiolytic medication, and she underwent counseling for panic disorder at the recommendation ofthe psychiatry service. These measures appeared to alleviate her symptoms.
In April 200 I, our service was consulted and asked to evaluate the patient to determine ifthe PYCM was contributing to her dyspnea. Our examination at that time revealed that her vocal fold motion was completely normal.
Later that month , the patient underwent a tracheotomy in another community. The procedure had been performed in response to her complaint of severe bronchial asthma attacks and to treat an apparent relapse of PVCM. During that hospital stay, the patient had capped the tracheotomy tube during the day, but she required mechanical ventilation at night because of the severe asthma.
In May 2002 , the patient was diagnosed with bilateral avascular hip necrosis, which had developed as a complication of the chronic steroid use for asthma management.
InOctober 2002, she underwent hip replacement surgery.
Her hospital course was complicated by pneumonia and a hip wound infection with methicillin-resistant Staphylococcus aureus (MRSA). Both conditions were treated with long-term antibiotics. She was discharged home 5 days postoperatively on intravenous vancomycin.
Two days after discharge, the patient was readmitted for treatment of what she claimed was an exacerbation of her bronchial asthma. However, the admitting team 's extensive evaluation, which included computed tomography of the chest and a ventilation-perfusion scan, detected no underlying pathology that could explain the exacerbation . The patient again required mechanical ventilation at night. By hospital day 18, the results of multiple tests and procedures remained essentially negative, and the medical service had decided to discharge her. However, as the discharge process was under way, the patient reported that she had been bleeding from her tracheotomy site, and the front of her gown was soaked in blood. The bleeding episode had not been witnessed by anyone on staff. The otolaryngology service was consulted again .
The patient, now 28 years old, was cooperative as we attempted to obtain a detailed history. She said she had worked as a physical education teacher and had played competitive sports. She also claimed to have worked in the nursing field in the past and that her mother had experience in the nursing field, but those details were unclear.
On physical examination, the patient was thin and appeared to be healthy. The tracheotomy tube was in a satisfactory position, and her airflow was unimpeded. The tracheotomy tract, which had been placed 15 months earlier, was well established, and granulation tissue was minimal. Findings on a flexible endoscopic examination of the nasopharynx were normal, as were the results of a flexible endoscopic tracheobronchial examination through her tube. When we attempted to reassure her that the results of our examinations were normal, she became visibly upset and wanted to continue discussing the episode of tracheotomy bleeding. We recommended routine tracheotomy care and a reassessment if the bleeding recurred. Discharge was postponed.
Three days later, our service was contacted again. The patient claimed to have just experienced an even more severe episode of tracheal bleeding. In fact, she said that the force of the hemorrhage had been sufficient to propel 678 blood all the way to the ceiling. Indeed, blood was visible on the ceiling over her bed . The flexible endoscopic examinations were repeated, but the results remained negative . When we informed the patient of these findings , she became hostile and began to wave several blood-stained gauze sponges at us.
The patient was moved to a hospital room that was in the line of sight of the nurses' station so that she could be watched more closely. Late one night soon thereafter, a nurse witnessed the patient draw blood from a vein in her arm and then squirt it around her neck and on the ceiling. When confronted, the patient denied her actions.
The patient was reevaluated by the psychiatry service, and she continues to undergo outpatient management of her psychiatric condition.
Discussion
Patients with Munchausen 's syndrome fabricate problems whose "symptoms" are typical of actual medical problems. These patients are usually intelligent, and their deception is sophisticated. They frequently claim that they or a close relative have had medical training.' Most of these patients are between the age of 20 and 30 years at presentation. Many have serious personality disorders with borderline or sociopathic features.'
The true incidence of Munchausen's syndrome is unknown. Some authors believe that the incidence is over-reported because a single patient is often diagnosed by several different physicians.' Others believe that it is under-reported because so much deception is involved. '
Munchausen's syndrome carries significant morbidity and mortality. As our case demonstrates, feigned illnesses can have real complications. Inretrospect, itis unlikely that our patient had asthma, but the severity of her purported symptoms demanded that she be treated. The asthma treatment led to hip necrosis with a subsequent MRSA infection that spread to the lungs.
The PVCM was an important aspect of this particular case because the differential diagnosis of this condition includes factitious disease." Such a diagnostic clue should not be overlooked, especially when an otolaryngologist is presented with claims of physical problems that are not supported by findings on the workup.
The treatment of Munchausen 's syndrome is difficult, and it requires the help of a psychiatrist. Treatment usually requires that a single primary care physician serve as the gatekeeper and approve all tests and procedures recommended by specialists. The psychiatry literature recommends that patients not be directly confronted with proof of their deception because this approach usually provokes patients into engaging in even more theatrics that sometimes culminate in self-harm. Psychiatrists recommend that clinicians attempt to phrase their discussion ENT-Ear, Nose & Throat Journal' October 2006 in a way that provides the patient with a way to co ncoc t a face-savi ng exp lanation. Doin g so may encourage the patient to cease with the fac titious complaints and begin productive psychiatric treatm ent. Our patient was mismanaged in this regar d.
Munch ausen 's syndrome is rare , and it is impor tant that we recognize it to avoid becomin g the instrum ent s of pathology. I found more.
" Co mpHealth provides th e information to mak e a more int elligent decision about you r career opport un ities."
-Debbie]ones, M.D.
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